Since the haemodynamic effects of placing patients in late pregnancy in the supine position were elucidated in the 1960's, the management of such women has been modified.
In the supine position, inferior venal caval occlusion by the gravid uterus invariably occurs and venous blood distal to the obstruction is shunted through the paravertebral veins and azygos vein. Nevertheless, the venous return to the heart is reduced, and a fall in cardiac output of from 20-50% occurs compared with the lateral position (Scott 1968) . In spite of these changes, the majority of patients compensate by increasing peripheral vascular tone, and show little or no reduction in blood pressure. In about 11 % of women, the compensating mechanisms fail and the "supine hypotensive syndrome" develops (Howard, Goodson and Mengert 1953) . These haemodynamic changes are reversed by placing the patient on her side.
Another feature of late pregnancy is compression of the terminal aorta by the gravid uterus. The relaxed uterus has a minimal effect on aortic blood flow except in the hypotensive patient, in which case partial obstruction occurs. During a contraction, marked obstruction of the terminal aorta occurs, more so when the patient has received conduction analgesia (Bieniarz et al. 1968 , Goodlin 1971a . Again, positioning the patient on her side prevents these effects.
Danger to the mother in the supine position lies in the reduction in venous return secondary to inferior vena caval occlusion. When supine hypotension occurs in the conscious state its presence is obvious from the patient's symptoms of faintness and nausea, and signs of hypotension and usually bradycardia (Scott Anaesthesia and Intensive Care. Vol. VI, No. 2. May, 1978 1968). Attending staff must be able to recognise the problem, and take corrective measures immediately. Paradoxically, the patient who is normotensive when supine is in far greater potential danger. She may be unwittingly left in that position and is then at risk from any manoeuvre that (a) reduces vascular tone e.g. regional block for Caesarean section or pain relief in labour, (b) depresses cardiac output further, e.g. general anaesthesia, or (c) reduces blood volume e.g. blood loss. Maternal deaths have resulted from failure to realize that when the pregnant patient near term is placed in the supine position she is unable to respond normally to further stress on the cardiovascular system. Holmes (1957) commented on 17 cases of sudden death occurring soon after patients were placed in the supine position before Caesarean section.
Danger to the fetus results from maternal aortic and inferior vena caval compression (aortocaval compression) since uterine arterial and venous channels are both obstructed. The deleterious effects of aortocaval compression upon the fetus have been well described (Goodlin 1971 a, Goodlin 1971 b) . Abnormalities in the fetal heart rate pattern can be seen when the patient with an epidural block is p~aced on her back. In particular, the incidence of late deceleration is five times greater in the supine compared with the lateral position (Huovinen, Kivalo and Teramo 1976) . These factors are likely to be more significant in a fetus who is already "distressed". The beneficial effects of avoiding the supine position during labour or during Caesarean section are reflected by a decrease in fetal metabolic acidosis, an improvement in fetal oxygenation and significantly better Apgar scores (Crawford, Burton and Davies 1972 , Downing et al. 1974 , Humphrey et al. 1974 .
A variety of ways of displacing the uterus from the aorta and inferior vena cava have been described. From anatomical considerations and recent studies (Buley et al. 1977) , displacement to the left seems more effective in reducing caval compression, and a technique for performing Caesarean section in the left lateral position has been described (Waldron and Wood 1971) . A mechanical device for displacing the uterus to the left has found favour in North America. A tilt of 10-15 degrees to the left or right by means of a wedge or tilting table top is effective, but a tilt to the right is often more acceptable to the surgeon operating from the patient's right hand side (Crawford et al. 1972 , Downing et al. 1974 . Occasionally the patient becomes hypotensive lying on one side in which case there is no choice.
Our present knowledge would indicate that to administer general anaesthesia or regional block to any patient in the last trimester, while supine, is an unacceptable practice. C. S. CUERDEN AND A. M. FORBES.
